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at www.jvascsurg.org.DISCUSSIONDr W. Anthony Lee (Boca Raton, Fla). Good morning. I
would like to thank the Program Committee for the privilege of
discussing this paper and the authors for sending me a copy of
the manuscript way in advance of the meeting.
The manuscript is well written and the topic should be of in-
terest to this audience. The advent of thoracic endovascular aortic
repair (TEVAR) has forced vascular surgeons to recognize that the
left subclavian artery is not some vestigial vessel that can be indis-
criminately covered without consequences. Despite the relatively
large body of literature addressing the need for left subclavian
revascularization during TEVAR, including a recently published
Society for Vascular Surgery (SVS) Clinical Practice Guidelines,
opinions remain sharply divided.
Extrapolation of what we knew about left subclavian physi-
ology from occlusive disease clearly did not apply in patients
with an acutely occluded left subclavian artery during TEVAR.
Acute occlusion has been associated with arm ischemia, posterior
circulation stroke, and spinal cord ischemia. The reasons behind
the inconsistent presentations stem from a combination of the var-
iable collateral circulation of the left subclavian artery, some of
which share their blood supply with the central nervous system,
the right-handed dominance of most of the human population,
and the asymmetry of vertebral anatomy.
In the paper just presented, the authors share their large expe-
rience in repair of traumatic aortic injuries spanning 7 years and
report on the subset of those who underwent TEVAR, speciﬁcally
addressing the issue of the impact on the quality of life after left
subclavian artery coverage. This is a difﬁcult subset of patients in
whom to conduct a quality of life study especially in the context
of associated injuries that may impact left arm function that is
not discoverable through a single metric such as the Injury Severity
Score. It is with this confounding background the results should be
interpreted. I have a few questions for the authors:
1. Who conducted the interviews? Did a single person conduct
them or multiple?
2. How many of the covered and uncovered subjects in the study
were left-handed? No data are presented regarding this impor-
tant functional parameter, which can affect how the results are
interpreted.
3. “Mental health score”–why would coverage of left subclavian
artery result in an improvement in this outcome measure? Or
is this simply a result of statistical mining?4. Please expound on the relevance of right vertebral anatomy, in
terms of size and dominance, as it relates left arm function.
5. In the one patient who had a perioperative posterior circula-
tion stroke, was his or her subclavian covered or uncovered?
And if covered, was it revascularized eventually? The word
“perioperative” is unclear. When did it occur exactly? Preop
or postop?
Once again thank you for the privilege of discussing this
paper.
Cameron McBride. Dr Lee, thank you for those questions.
They address some important points. Let me start with the ques-
tion about the authors. Two authors worked together to create
the protocol for the questionnaire, and those same two authors
were the ones who carried out the interviews.
In regard to the left- and right-handedness of the patients, it
was asked about during the survey process; however, it was not
part of our analysis, and I do not have that information available
today. In future studies, it will be a point of interest because we un-
derstand its importance.
With the mental health scores, we do not give any particular
importance to the fact that the mental health scores were better
in the covered group, and we would like to see that replicated in
future studies before we say that is a clinically meaningful ﬁnding.
With the patient who had the stroke, the reason the word peri-
operatively was used was because it was somewhat unclear when
the stroke happened. The patient was under general anesthesia,
and the symptoms were noticed when she woke up, so it is difﬁcult
to determine exactly when the patient had the stroke. It is possible
that the stroke was intraoperative.
In response to the right vertebral artery (RVA) anatomy:
Because after the left subclavian artery is covered the right vertebral
becomes the main supply to the posterior circulation of the brain,
and via retrograde ﬂow through the left vertebral also to the left
arm, we suspected that people with larger RVAs would be better
able to compensate after the coverage. The same was thought
about RVA dominance, because those that are right vertebral
dominant before the coverage occurs do not have as large of a
disturbance to the vertebrobasilar junction after coverage, so we
suspected that that group would be able to compensate better as
well. However, because those with large RVAs are more likely to
be right vertebral dominant, it could be that that is just a reitera-
tion of the size ﬁnding.
